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Abstract 
Background: People with Down syndrome are known to have specific speech difficulties including dysfluencies. 
Aims: This paper aims to explore the possibilities of therapeutic intervention for this client group. 
Methods and procedures: A theoretical discussion of speech and cognition in people with Down syndrome is followed by a 
qualitative study exploring communication and related issues for 14 young people and their parents. 
Outcomes and Results: A pattern of immature self and speech-awareness emerged.  Negative feelings towards a breakdown in 
communication were expressed. 
Conclusions and implications: The pattern of difficulties found suggests that ‘traditional’ stuttering therapy must be carefully 
individualized when applied to people with Down syndrome. 
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1. Introduction 
1.1 Down syndrome 
 
Children and adults with Down syndrome may well be referred to speech and language therapists on account of 
dysfluent and unintelligible speech.  Therapists may be unsure as to how to proceed with intervention, whether to 
target the dysfluency directly or not.  Dysfluency in Down syndrome is a complex interweaving of speech patterns 
 
 
*E-mail address: m.bray@leedsbeckett.ac.uk 
© 2015 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license 
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Peer-review under responsibility of the Scientific Committee of ODC 2014.
52   Monica Bray /  Procedia - Social and Behavioral Sciences  193 ( 2015 )  51 – 61 
that may resemble stuttering (Preus, 1972), cluttering (Van Borsel &Vandermeulen, 2008), dyspraxia (Kumin, 2006) 
and even dysarthria (Mahler & Jones, 2012), or combinations of all or some of these. Immature phonology and 
grammar also contribute to the overall unintelligibility of utterances.  Stuttering-like dysfluencies are not uncommon 
with tense word or part-word repetitions, prolongations and blocks occurring, often with tense blocks predominating 
(Coppens-Hofmanet el., 2013).  A study by Devenney and Silverman (1990) considered 42-59% of their 
participants’ utterances were dysfluent with 33% of these identified as stuttering.   
It is likely therefore, that speech and language therapists will turn to the stuttering literature for support with 
choosing the most appropriate therapeutic interventions for their clients with Down syndrome.  Stuttering therapy 
targets speech behaviours, cognitive drivers of unhelpful and/or negative thoughts about speaking, and social-
emotional consequences of stuttering – the ABCs (Affective, Behavioural, and Cognitive) factors of stuttering 
(Siegel, 1999). Therapy encourages change on all or some of these levels. For this to occur and be successful, the 
individual needs to be able to contemplate what is needed to change, take action to change and maintain this action 
over time and contexts (Prochaska & Di Clemente’s model of change, 1986).  
 
1.2 Down syndrome and change. 
 
In order to make decisions about how valid stuttering therapy may be, or what aspects of stuttering therapy 
might be beneficial and what might be contra-indicated, the ABCs (as above) will be considered one by one to 
explore the possibility of instating lasting change for an individual with Down syndrome. It is important to note that 
the variability of abilities and personalities in this population, is as wide, if not more so, than in a population without 
the syndrome.  Having the additional chromosome does however have physical, neurological and behavioral 
consequences, and we shall focus on these in the discussion. 
 
1.3 Down syndrome speech and language behaviors.  
 
Language production in Down syndrome does not keep pace with cognitive development (Miller, 1999).  
Receptive language is in advance of expressive language in the early years but as more understanding of concepts 
and morphosyntax is required in later life for communicating advanced/ abstract information, comprehension begins 
to fall behind (Chapman, 2008).  The vast majority of people with Down syndrome have life-long difficulty in the 
area of speech production.  Kumin (1994) reports that 90% of a group of children and adults were identified by their 
parents as having speech that was unintelligible to people outside the immediate circle of family and friends.  
Fluency difficulties have been reported for between 10% and 45% of people with Down syndrome (Kent 
&Vorperian, 2013).  The exploration of dysfluency in Down syndrome has a long history with interest being shown 
from the 1950s (Cabanas, 1954) and with a recent resurgence of interest (Coppens-Hofman et al., 2013).  The nature 
of the dysfluencies has been in constant debate with symptoms of stuttering and cluttering being seen as more or less 
frequent in different studies.  Because of the problems of definition in the fluency disorder literature and also the 
complexity of the speech difficulties seen in people with Down syndrome, the debate is somewhat theoretical.  The 
reality is that these people struggle to speak and therapists need tools to aid their decision-making regarding therapy.  
 
1.4 Down syndrome cognition.  
 
The ability to both encode and decode language at all levels of conceptualizing, formulating and articulating 
(Levelt, 1989) is compromised by both sensory and cognitive difficulties experienced by people with Down 
syndrome. One of the most significant sensory issues is that of hearing loss which occurs in a very high percentage 
of children with Down syndrome (up to 80% reported in a review by Sacks and Wood, 2003).  A recent study by 
Laws and Hall (2014) supports the contention that such losses have an impact on speech and language learning. 
Perception and comprehension of speech and language relies on rhythmic information processed by the listener in 
real time (Peelle & Davis, 2012).  Loss of this ability may very well lead to speech perception and production 
problems. While there is limited information about such problems in Down syndrome, two papers (Pettinato 
&Verhoeven, 2009; Stojanovik & Setter, 2011) suggest poor performance and encoding of prosodic features.  
Phonological short-term memory problems appear to be syndrome-specific (Cairns & Jarrold, 2005; Jarrold, 
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Cowan, Hewes & Riby, 2004; Laws, 2004) and these may well be associated with past and ongoing 
hearing/perception problems.  Working memory in the auditory-verbal sphere, as well as episodic memory, is also 
impaired in Down syndrome.  Devenney (2006) and Crosson and Cohen (2012) point out that  language processing 
is limited by the amount of information that can be held in working memory. 
Laying down  speech and language information in memory requires attention to the salient features of the 
acoustic and linguistic signals (Peelle & Davis, 2012),  and  attention focus and shifting as well as sustaining 
attention over time is very difficult for people with Down syndrome (Cornish, Scerif & Karmiloff-Smith, 2007).  
The effort required to orientate to and process acoustic information (Silverman, 2007) and the fact that linguistic and 
non-linguistic tasks appear to compete for attention (Hula & McNeil, 2008), may well lead to the preference for 
visual over auditory information that is seen in Down syndrome.  Their early hearing difficulties, linked with poor 
attention to auditory information, may also lead to a visual preference as occurs with children who are profoundly 
deaf and have received cochlear implants (Schorr, Fox, van Wassenhove & Knudsen, 2005). 
Silverman (2007) suggests that speech may not be fully automatized in Down syndrome leading to the need to 
use more deliberate and difficult on-line linguistic planning processes in order to perceive and produce speech. This 
fits well with usage-based theories of language learning (Bybee & Beckner, 2014), which suggest that repeatedly 
engaging in an activity leads to the representation of that task in memory.  Children with Down syndrome are 
described by Cebula, Moore and Wishart (2010) as passive rather than active participants in learning which reduces 
their tendency to repeat or practise a behaviour. They also show a preference for learning through imitation rather 
than trying to work out what is required for themselves (Wright, Lewis & Collis, 2006).  
Overall it is clear that people with Down syndrome are at a disadvantage when it comes to being efficient 
speech and language users.  Cognitively they are predisposed to ‘avoid’ the challenge of new learning and change 
(Wishart, 1996), which adds to the likelihood of reduced effectiveness of therapeutic intervention. 
 
1.4 Down syndrome affect.   
 
While children with Down syndrome are seen to be socially advanced compared to other areas of their 
development, they differ from their typically developing peers.  Fidler (2006) shows that these children are overly 
focussed on human faces to the exclusion of attention to objects and thus they develop joint-attention late.  This 
focus does lead to a seeming sensitivity to the behaviours and emotions of others, and children with Down syndrome 
will be seen to imitate postures and emotions of chosen models (Cebula et al, 2010). In later years, social-
communication skills fall behind and an ability to ‘read’ prosodic cues (Stojanovik & Setter, 2011) and facial 
expression (Wishart & Pitcairn, 2000)limits the development of friendships which are important for emotional 
support and mental health(Watt, Johnson & Virji-Babul, 2010).  Self-awareness tends to remain at a relatively 
immature level, depending on the intellectual/ cognitive abilities of each individual, with more advanced 
‘psychological’ awareness of self rarely demonstrated (Cunningham &Glenn, 2004). In a separate paper, Glenn and 
Cunningham (2004) point out that those participants with more advanced understanding of themselves were more 
likely to respond to life’s difficulties with lowered self-esteem.  A recent paper by Jackson, Cavenagh and Clibbens 
(2014) showed that in the area of communication, the participants were more sensitive to loss of self-esteem.  
The relationship between stuttering and negative attitudes and feelings about the self is regularly reported.  
Stuttering therapy addresses these issues directly.  It is obvious from the review above that people with Down 
syndrome have differences in the way in which they may experience and respond to cues from others, and this could 
influence how affective issues may be tackled in therapy.  
 
1.5 Conclusions  
 
In order to respond positively to therapy, the individual needs to be able to self-monitor, to identify what is 
needed, to modify behaviour and to reflect on the consequences of such modifications.  Given the wide ranging 
difficulties, as shown above, in all three aspects of affect, behaviour and cognition, it is obvious that an individual 
with Down syndrome would find engaging in stuttering therapy challenging, if not impossible. So, what might a 
speech and language therapist do to enable such an individual to change?  John Bercow MP (2011: xxvii) comments 
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that people with speech and language difficulties “have within them many of the answers to the questions that others 
are posing about them”,  and with this in mind, questions were posed to a group of people with Down syndrome to 
try and find out what they might need from speech and language therapy intervention. 
 
2. Method. 
2.1 Participants 
 
Fourteen adolescents and adults (age range 12-32yrs. median 16.09yrs) and their parents took part in activities, 
focus groups and semi-structured interviews designed to explore their views of themselves and their speech. All 
participants had Down syndrome of the Trisomy 21 type. The majority of the participants were involved with a 
Down syndrome support service providing speech and language services and leisure activities. All were in high 
school.  The two adults (29yrs and 32.04yrs) were both in supported leisure and work activities.  All participants had 
been known to the author for a number of years. 
 All young people and parents completed consent forms.  These were presented pictographically as needed 
and verbal explanations were also given. 
 
2.2 Procedures 
 
In order to explore self-awareness and self-esteem, a number of activities, using action-based methods and 
picture materials, were designed as a means of engaging the young people with few demands being made on their 
language skills.  These included: 
x lining up in order of height; 
x identifying the youngest and oldest member of the group; 
x identifying group members by gender, hair colour and length;  
x grouping peers and picture materials in terms of  likes and dislikes; 
x ranking selves, family members and friends in terms of who is ‘best’ at – sporting activities; arts; being 
helpful; having friends; and talking; 
x grouping selves and others as ‘like me’, ‘not like me’ which included those with Down syndrome; 
x the young people were also asked to judge the speech of a selection of speakers  with and without 
identifiable speech disorders, including stuttering.  
Six individuals were ‘interviewed’ in more depth where “the sort of person you are” and feelings about speech 
and stuttering were explored. 
Parents participated in one of two focus groups (4-5 in each) where the communication needs, personality, 
awareness and self-esteem of their ‘children’ was explored in a semi-structured way. The groups were self-led, 
reducing as much as possible positive bias linked to them knowing the therapist.   The parents of the five young 
people interviewed in more depth were also interviewed to explore issues raised in the focus groups. 
 
2.3 Coding and scoring 
 
All activities were audio-recorded and transcribed (using both orthographic and phonetic transcription as 
needed).  Responses to the games and activities were recorded in terms of how easily they were completed by the 
group members, how well members seemed to understand the task, and the appropriateness of the choices made. 
The five in-depth interviews were transcribed and each utterance was coded for levels of speech and stuttering 
awareness and for self-esteem and feelings regarding speech and communication. Following Glenn and Cunningham 
(2004), the categories provided by Damon and Hart (1988 cited in Glenn & Cunningham, 2004 pg 363) i.e. physical, 
active, social and psychological awareness, were used to identify levels of maturity in individuals’ self-awareness. 
Parent group and individual interviews were orthographically transcribed and each utterance was identified as 
relating to one of the specified themes.  The main themes were: 
x general ‘personality’ 
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x feelings about talking and communication 
x fluency 
3. Results 
The findings from the action-based activities and those from the more in-depth interviews and focus groups will 
be discussed generally in terms of the ability of individuals to engage with them.  The main themes will then be 
discussed one at a time. Example quotations from the transcriptions will be provided as appropriate. 
3.1. Group games and activities 
The games and activities were very engaging and enjoyed by the young people.  They all found grouping by 
gender easy and they could say what age they were, although defining older/oldest was difficult and age and height 
tended to be associated.  Interestingly, features of the self, such as hair color, eye color and hair length were difficult 
for most.  All members of the group had clear likes and dislikes.   
Twelve out of the 14 participants ranked themselves as ‘best’ at all the activities that they liked.  They also 
ranked themselves best at talking and at having friends. Identifying those ‘like me’ and ‘not like me’ was difficult as 
this was misunderstood as meaning ‘he/she does or does not like me’. Even when the signs and words for ‘same’ 
and ‘different’ were used, responses were inconsistent. When asked to elucidate answers, most young people 
focused on clothing “why is he different from you?” “because he got a blue shirt and jersey”. 
Only five of the group could say that they had Down syndrome and all found it difficult to group pictures and 
known people under a ‘Down syndrome’ label. Those who did give themselves the label were unable to elaborate on 
the construct. The oldest participant related Down syndrome to his lack of independence “Down syndrome is all 
about keeping those demands, got to listen to them”. 
The judgment task proved difficult probably because of the metalinguistic awareness needed.  Also, the ‘game 
show’ approach led to some bias in scoring with members of the group checking and copying other members scores! 
3.2. Individual interviews and focus groups 
Of the six young people interviewed, two had also participated in the group activities.  To explore their 
understanding of and reactions to communication situations, the young people were given a number of scenarios of 
the ‘what would you do if …’ variety. For example, “what would you do/ how would you feel if someone walked 
away from you/didn’t listen when you were talking?”  They were also asked a series of questions taken from a 
questionnaire devised to assess distress in people with learning disabilities (Marshall, 2013).  These were designed 
to tap into general feelings of self-esteem. The ‘talking’ construct was explored in more depth with questions 
regarding who it is easy or difficult to talk to and why.  With visual support (pictures, symbols, signs) all young 
people were able to engage well in the interviews. 
Parents discussed many issues during their focus groups with time often taken up with concerns about schooling 
and therapy support for their children.  The parents of the two adults expressed concern about issues of 
independence, as well as living and working in the wider community.  Some of the comments made were therefore 
not included in the coding as they focused on issues outside of the remit of this paper. 
3.3. Overall themes and comments 
General ‘personality’  
 
Young people when asked generally about themselves unanimously gave positive comments: “Happy, smiling, 
making people laugh, gorgeous beautiful lady” were some responses.  Concrete ‘physical’ or ‘active’ responses 
were the most often given: “I am a grown-up man, I a little girl, sometimes is my singing, a very good actor”.  Those 
who completed the ‘self-esteem’ questionnaire gave mixed responses suggesting that these ‘general’ questions were 
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too abstract. For example “Do you feel lonely/left out? Do you think about bad things?” are questions that are 
unrelated to actual events and may therefore not hold any meaning for the young people.  
Parents too tended to give predominantly positive comments about their children: “generally cheerful 
individual, has lots and lots of confidence, bubbly and friendly and happy”, although ‘moodiness’ was mentioned 
often in relation to the young people’s responses to being asked to do something. Parents reflected on this as normal 
teenage behavior.  
 
Feelings about talking 
 
There was a distinct difference when young people and parents were asked to reflect on ‘talking’.  “Are you 
good at talking”, “who is the best at talking”, led to all but two of the young people being positive about their 
ability.  However, when given scenarios where talking was ‘difficult’ (people not listening, people not 
understanding what you say, people talking too fast/too much), the responses were very different.  All the young 
people were provided with symbols of a range of feelings, as identifying and naming feelings is not easy for them.  
Their responses were quite clear. Positive feelings were chosen when the scenario was clearly agreeable “talking to 
your friends, talking to your mum”, and negative feelings (worried, frightened, angry) were selected for ‘talking to 
strangers, not being listened to, not being understood, can’t get words out (stuck)’. 
Parents also had many examples of behaviors that suggest distress when their children were in more difficult 
communicative situations.  For example “if you ask her a question I can see her eyes widen; she will put her hand up 
to her head; he just freezes up and is not saying anything, she’s reluctant to even say ‘hello’; he’ll shut himself in his 
room”. In contrast, when the situation is relaxed, with friends and family, then so is the young person: “it was 
brilliant because she didn’t feel under pressure; he was in full show-off mode, all gestures and body language; he 
was having a bit of a banter with the guys”. 
Young people were seen by their parents as being highly aware when communication was difficult.  Anger and 
avoidance were the most common responses.  Parents all felt they stepped in and spoke for their children (in fact 
often the young person would request this “you say it for me mum”), and although they were aware that this was not 
appropriate in the long term, they were unable to stand back and watch the failure of communication. 
 
Fluency 
 
Not all the young people were diagnosed as stuttering, but all of them ‘struggled’ in some way to make 
themselves understood.  Fluency was defined broadly by the parents. When asked to reflect on ‘a fluent person’, 
responses included: getting the message across clearly, engaging the listener and understanding conversational 
strategies as well as easy, flowing and rhythmic speech. By these standards, all the young people were dysfluent.  
For the purposes of this study, only those young people who had significant fluency problems, defined mainly as 
stuttering by parents and others, were asked questions about fluency itself. 
Three of the parents of the six young people with significant fluency problems saw the stuttering as a particular 
additional problem.  Stuttering added to the issues of intelligibility and for two of the young people led to avoidance 
of speaking in certain situations. Parents felt helpless when persistent repetitions or blocks led to negative responses 
from others such as turning away, asking the parent what was being said, completing words and sentences for the 
young person. 
Two of the six were aware of the stuttering (“I stuck”; “You say it for me”), but the other four appeared 
oblivious to the difficulties they were having.  For example, following direct feedback on how he had stuttered, one 
young man denied that he had spoken that way.  Even one teenager who appeared to be able to identify his ‘smooth’ 
and ‘spikey’ speech, rated his speech as smooth despite the listener’s awareness of stuttering.  This appeared to link 
to the fact that he was able to relay his message well despite stuttering. 
4. Discussion 
Is stuttering therapy useful for people with Down syndrome who present with difficulties in all areas of speech 
and language, including fluency, and who struggle to learn and retain new learning because of attention and memory 
57 Monica Bray /  Procedia - Social and Behavioral Sciences  193 ( 2015 )  51 – 61 
problems?  Given the fact that more mature self-awareness links with more negative self-evaluation and awareness 
of stigma (Cunningham & Glenn, 2004), should therapy that is specifically directed at increasing self-monitoring 
and self-awareness be instituted?  The following discussion attempts to answer these questions. 
 
Affect 
 
In stuttering therapy, attention is paid to the feelings that often underpin negative responses to speaking 
situations, such as self-blame and avoidance. Clients are asked to reflect on various situations and to consider the 
reality or not of their emotional responses. This approach, plus positive thinking to develop self-esteem,is a core 
feature of programs for both adults and children (Everard, 2013; Guitar, 2006).  The participants with Down 
syndrome in this study did express negative feelings related to communication breakdown although this seemed to 
be tied to specific events where such difficulties occurred. In fact, although the situations may well result in 
frustration, deeper feelings of guilt and shame were not evident. This is probably related to the breakdown being 
seen as belonging to the listener and not the speaker (“that’s why I of difficulty talking to them ‘cos they don’t listen 
to me really”).So it is possible that most of these young people did not internalize the negative aspects of speaking 
situations and were thus able to evidence a good level of self-esteem. It would seem important to maintain these 
high levels of self-esteem through positive feedback on the skills and competencies of the young people.  At the 
Michael Palin Centre†, teaching parents to praise their children with Down syndrome has proved to be one of the 
most effective tools of change (Clarke, 2014, personal communication) 
 
Behavior 
 
Behavioral change of speech either via a fluency shaping or a modification approach is a central part of most 
stuttering therapies.  Bosshardt (2006) showed that, for adults who stutter, stuttering increases when a linguistic task 
is being planned i.e. the additional cognitive load has an impact on fluency. For people with Down syndrome, the 
effort to attend to and memorize a new speech pattern may well increase their dysfluency.   Because of a tendency to 
passive learning, operant approaches can increase reliance on external reinforcement, which limits the possibility of 
carryover into the wider environment (Cebula et al., 2010).   It is also well known that the learning style of those 
with Down syndrome consists of avoidance of uncomfortable situations, and a positive response to social 
affirmation (Wishart, 1996). Murphy (1999) points out that an inability to manage the highly complex task of speech 
monitoring and speech-motor changes required in fluency shaping/ stuttering modification can add to feelings of 
inadequacy leading to guilt and shame. A focus on what these young people find very difficult i.e. speech, in the 
knowledge that long term change is difficult and maybe impossible, would appear to be contra-indicated. 
Highlighting the strengths that they have i.e. a willingness to communicate, an ability with visual approaches such as 
reading and signing, and enhancing their language and communication competencies is likely to have a more fruitful 
outcome. All people with Down syndrome are different so, although the young people in this study have been 
resistant to speech change, it is possible that other children or young people may respond more positively (Harasym 
& Langevin, 2012). 
 
Cognition 
 
Changing attitudes to speech and communication is part of the cognitive approach in stuttering therapy. The 
responses given by the participants in this study reflected an immature self-awareness which focused on physical 
and action-based aspects of the self. Limited awareness of their own speech and fluency patterns was evident and 
the reflective self-monitoring that is needed to support change was missing.  Problems of attention, memory and 
problem-solving would limit the effectiveness of some of the traditional ways of enhancing change such as 
cognitive-behavioral therapy (Fry, 2013). However, developing positive communication skills such as a confident 
 
 
†The Michael Palin Centre for Stammering Children offers specialist support to children and young people who stammer in London, UK. 
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stance and good eye contact when speaking has proved to be successful within the short term on courses for people 
with learning difficulties who stammer run by the City Literary Institute‡(Everard, 2014, personal communication) 
 
What are the  young  people telling  us? 
 
The quote from John Bercow started this exploration of issues for young people with Down syndrome who are 
dysfluent.  Can we find in their own words and those of their parents, some suggestions as to what they see as 
helpful in their struggle to speak? 
x All these young people are keen communicators.  They say they like to talk and they talk well and parents 
comment that talking to others is important for their children. However, “being secure”, “having a voice”, 
talking to people who are prepared to listen “I don’t know whether he picks up everything (that she says) but he 
picks up enough to be able to have a conversation” and not being corrected “he’s always correcting her on her 
speech and she is reluctant to even say ‘hello’ to him, (she thinks) I’m going to get it wrong” are vital to 
maintaining this positive attitude.  Communicative competence involves both the speaker and the listener and a 
focus on improving the interactive ability of the listener, using ideas from the Aphasia literature on 
‘Conversation Partner Training’ (Kagan & Gailey, 1993) would appear to be a useful way forward. 
x Friendships are important but difficult to maintain because of a lack of independence, issues of risk and social-
cognitive problems.  Watt et al., (2010) show that parents, carers and other adults are often identified as friends 
by the adults with Down syndrome in their study. They suggest that there is a need to teach the difference 
between ‘friends’ and ‘friendly’ and provide models of same-age peer friendships.  When our participants were 
with peers there was a tendency for language levels to reduce and communication involved much more body 
language and vocal tone “he’s all gestures and body language”.  Speech was often much more prosodic and 
fluent and struggle behavior reduced.  Peers can provide a comfortable space where linguistic demands are low, 
and from this we learn that enhancing fluency may well mean reducing linguistic demands.  
x The learning profile of people with Down syndrome shows us that effortful attention leads to poor retention and 
cognitive overload.  It is obvious to those who know and understand a young person with Down syndrome that 
a focus on what is salient and immediate is primary in enabling him or her to learn new information.  Client-led 
activities with emphasis on those areas of the individual’s life that are fulfilling and positive are essential to 
both increase attentional resource and feelings of self-worth. 
x Finally, parents’ reports and observation led to the realization that many of the young people were working out 
coping strategies for themselves.  Slowing down and saying each word in a syllabic manner; using movement to 
support speech flow; changing a word when ‘stuck’; using single word responses; and asking another (usually a 
parent) for help when there was a total inability to utter the sentence, were all used spontaneously.  While some 
of these behaviors are seen as potentially detrimental in traditional stuttering therapy, as they may lead to 
avoidance and reduced linguistic competence, it may be that we need to re-think the meaning of these strategies 
when working with people with complex additional needs as well as dysfluency.  Building on what is already in 
the behavioral repertoire of an individual and using a scaffolding procedure to enhance and modify behaviors is 
far less cognitively demanding and consequently more likely to be learned and generalized. 
5. Conclusions 
The linguistic, cognitive and affective profiles of young people with Down syndrome appear to mitigate against 
some of the procedures commonly used in stuttering therapy.  However, this paper has shown that there are many 
positive features of Down syndrome i.e. high self-esteem, an interest in people and a wish to communicate, a 
willingness to try out strategies to help oneself and ease the communicative situation.  These provide us with 
 
 
‡The ‘City Lit.’ is a centre for adult learning which also runs communication courses for people with learning difficulties who stammer. It is 
based in London, UK. 
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possible ways forward when we as therapists are faced with the task of enabling a dysfluent person with Down 
syndrome to speak more easily. 
The participants in this study were all highly individual so any generalizations must be seen as reflective of a 
general group tendency and not as a blue-print for all people with Down syndrome.  The author was well known to 
the young people and their parents and bias related to this needs to be considered, although a careful process of 
trying to distance from the individuals during the data analysis was adhered to.  
Working with people with Down syndrome who are dysfluent presents many challenges but the opportunities and 
potential outcomes must surely outweigh the difficulties.  
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